Application for License to For oo 2? %
Operate a Long-term Care Facility | 5.t 330.00

ur Lebanon. Qsoval Cale tonte

IDENTIFICATION 21 0l 010003
Name . Sames S. _-[Zt\/lcr Memorial H ome.
Address iol 5 L{)CS-’F maqa 2r7E S_ftred ) pane

/

City/County/Zip Lou 1sufl e / Jeffergon / Sfoa JB
Telephone number (503)589-0727 _

Administrator S-)LG!D/')G/? e [YI0thrs s °'SP

Date facility operation began at current address _ JjO-13 -1 25 <+

Date facility began operation under current owner / 5

TYPE BEDS No. beds licensed No. beds requested
Skilled

Nursing Home

: ( SNNF )
Nursing Facility /A _ J2&  Dduatly Certibier

'Interrhediate Care

ICF/MR

Personal Care

CONTROL ({(check one in each column)

¢ State) Profit___ Individual

“County &onprofit Partnership

City Cor i
Private ponsored

OWNERSHIP

Name and address of individual owner, partners or corporation. If partnership, list
pariners.

M+ Lebanon Perscnal Care Home dba James S- Taylp Tfhﬂ/mbﬂoj }-{a'm-t
1015 W Megarine Sthe et _ v '

Loynviie KY 40303

(OVER)



If facility owned or leased by a corporation, complete the following:

Name of corporation Mew Zisn Razthist Chureh L.Sponsw)
Address of corporation £0_Box 10T kodisvile Ky 40351

President or Chairman "Pev. A. Russef Awkardt, Pastor

Vice President My Ha rey Miller (j_STﬂ’)H BD&U’J o4 )'Vﬂ C:ILG:'S,)
Secretary (Mrs. ourse Puckesr
Treasurer Mrs. fouise Bucke,

Attach a separate sheet listing the names and addresses of each person having at least
a twenty-five (25) percent ownership interest in the facility.

If owned by a corporation, attach a separate sheet listing the names and addresses of
each officer or director of the corporation.

If owned by a partnership, attach a separate sheet listing the names and addresses of
each partner.

Name and address of parent corporation and/or management company, if applicable.

Parent Management Company

| understand that any change in the application that affects my licensure status will be reported
to the Office of Inspector General and a new application will be completed at that time. | agree
that this facility and all aspects of its operation shall be open at all times {o inspection and
surveillance by all state agency licensure personnel. | certify that the information given in
completing this application is accurate to the best of my knowledge and recognize that
falsification of this application can result in denial or revocation of licensure.

S Ao BN athis Adrmioistrator G-7-/0
7 71 f

Signature of authorized representative Title Date
Return Application and fee to; Office of Inspector General

275 East Main Street, 5E-A
Frankfort, Kentucky 40621

OIG 5
(10/2002)



